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THE COMPLEMENT FIXATION REACTION IN TUBERCULOSIS. 











BY 
CLARENCE N. BOYNTON, B. S., M. A., Serologist for the Pathological Laboratory, 
Phoenix, Arizona. 


“Paper was read at the Meeting of the Southwest Medical and Surgical Association, 
Albuquerque, N. M., Dec. 7th, 1917.” 


Within recent years, many attempts have been made to adapt the com- 
plement fixation reaction to the diagnosis of tuberculosis, especially in 
early cases. 

Among the means of diagnosis available to the general practitioner, 
aside from the physical examination, are sputum examination, tuberculin, 
and X-ray. Sputum examination, certainly of great value, does not show 
the bacilli until tissue has begun to break down and this is often too late 
for the diagnosis to be of much value to the patient. Tuberculins, often 
dangerous in themselves, and, unfortunately, not uniform in their prep- 
aration nor permanent in their efficiency{ depend for their reaction upon 
a hypersensitiveness which may persist long after the disease hag become 
inactive; on the other hand, they often give negative reactions in definite 
cases, especially in the late stages. X-ray diagnosis, available only to a 
certain class of patients, ag a rule, gives definite information early in cer- 
tain types of disease. 

Bordet and Gengou,! in 1903, demonstrated fixation of complement 
with Koch’s OT as an antigen. Since that time, in the search for a suit- 
able antigen, emulsions of tubercle bacilli, living and killed, tuberculins, 
watery extracts, alcoholic extracts, filtrates, partial products, macerated 
tissues, have all been used by various experimenters. Questionable fig- 
ures obtained by these workers, all of which were accepted by the med- 
ical profession as complement fixation for tuberculosis, have led the test 
through many ups and downs. Besredka,? in 1914, made the best con- 
tribution up to that time, his results being obtained with a tuberculin 
of his own manufacture; however, he admitted fixation with luetic and 
normal sera in a large percentage of cases. Craig® has improved the 

\y Besredka antigen and claims, for his modification, no such cross fixation. 
Bronfenbrenner,‘ working with Besredka’s antigen, claims in his latest 
paper, 84% positives in the first stage, 94% in the second stage, 15.3% 
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in the third stage, and 5% in the clinically non-tuberculous and non- 
luetic. This classification by stages is objectionable, and we think the 
segregation presented herein is much preferable. Miller and Zinsser,5 
in 1916, proposed an antigen prepared by triturating bacilli, living or 
dead, with dry common salt, then diluting with distilled water to isoton- 
icity. Several reports of work with this antigen have appeared, all sup- 
porting the claims of Miller of (a) very high percentage of positive re- 
actions on known tuberculous sera and (b) no false positive reactions 
on non-tuberculous sera. The advantages of the antigen are its ease of 
preparation and the great possibility for polyvalence. It can readily be 
prepared by any laboratory worker, who can improve the quality of his 
product according to the number of strains which he can incorporate in 
it. Corper and Sweaney,® in comparing their autolysate antigen with 
Miller’s, found a very limited range between antigen power and the point 
where the antigen itself binds complement. The antigens which we have 
prepared have had a wide range and we have not met the objections 
which these writers encountered in working with the Miller antigen. 


We are reporting, at this time, 550 reactions on sera furnished us by 
physicians from all parts of our state. On the basis of clinical histories 
or data furnished us by the physicians, the cases are separated into five 
classes:—(1) Cases clinically free from tuberculosis. (2) Cases defi- 
nitely proven to be tuberculosis by tubercle bacilli; this, of course, rules 
out the incipient cases but includes all others regardless of stage. (3) 
Cases clinically tuberculous, but not showing bacilli; this includes incip- 
ient cases and many advanced cases which, for some reason, had not 
shown bacilli. (4) Arrested tuberculous cases. (5) Cases in which 
tuberculosis was a possible explanation for the symptoms present; most 
of the incipient cases come in this group. 


CLASS I:—Cases clinically free from tuberculosis. In this class we 
have examined 87 sera, all of which gave negative reactions—100% neg- 
atives on non-tuberculous sera; this includes many luetic sera. The com- 
paratively small number of normal sera is due to the difficulty of defi- 
nitely excluding tuberculosis. 


(Note :—One specimen sent in for Wassermann and labeled “known 
negative Tb.,” gave a positive Tb. fixation. Inquiry revealed that the 
patient had not had a physical examination of the chest, but was losing 
weight, had lost appetite, had a cough and a persistently high leucocyte 
count; although syphilitic and under treatment with a negative Wasser- 
mann, patient was not gaining. We did not consider that the patient 
could properly be classed as a known non-tubercular). 


CLASSES II, III, and IV comprise the known tuberculous sera. It 
must be remembered that we are working with a pure antigen-antibody 
combination in the Tb. fixation, which is not the case with the Wasser- 
mann. By considering the variety of antigen-antibody relations which 
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may be encountered in the serum, as indicated below, it will be seen that 
a negative Tb. fixation may have an entirely different meaning from that 
usually assigned to a negative Wassermann in syphilis. There are six pos- 
sible variations in the antigen-antibody balance in the serum,—namely: 


(a) When antigen (tubercle bacilli) is present and antibody has 
been formed in excess, we secure a positive reaction. The vast majority 
of tuberculous sera so react, because of the tendency for the body to form 
antibody in excess when antigen is present. 


(b) When antigen is present and antibody is being formed but being 
reabsorbed by the antigen as fast as formed, such cases will react irreg- 
ularly,—positively when an excess of antibody is present and negatively 
when no such excess exists. 


(c) When antigen is present, but cellular responses are so feeble 
that antibody is not formed in excess, the serum reacts negatively. This 
is the case with acute and florid types of tuberculosis. 

(d) When antigen has disappeared but antibody still exists in ex- 
cess, the serum reacts positively. This is the case with cases recently 
becoming latent and successive tests will show gradual diminution in 
the strength of the reaction. 

(e) When antigen is no longer active and antibody has disappeared, 
the serum reacts negatively. 

(f) When antigen and antibody are both present, some inhibiting 
substance (like a drug) may prevent the expected positive reaction. 

CLASS II :—Cases known to be tuberculous. We have examined 150 
sera in this class, of which 138 or 92% were positive. 

Investigation of the twelve negatively reacting sera of this group 
would seem to indicate that a negative reaction in a known tuberculous 
case has a definite prognostic significance. 

Case 1 had previously given a positive reaction and was progress- 
ing badly at the time of the negative reaction. 

Case 2 was a febrile case showing numerous bacilli and in whom the 
lung condition was so bad that the doctor sent the patient home. 

Case 3 was having hemorrhages at time of reaction; is now improv- 
ing but has not been retested. 

Case 4 was an old case with slight hemorrhages; X-ray later showed 
recent, rather extensive invasion of new tissue. 

Case 5 died a month after the negative reaction. 

Cases 6, 7, 8, 9 and 10 were all acute, florid tuberculosis of both 
lungs, as shown by further examination. 

On Cases 11 and 12 no definite data was obtained. 

CLASS III:—Clinically tuberculous, but not proven by the finding of 
bacilli. In this group, we have examined 90 sera, of which 72 or 80% re- 
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acted positively. Among the eighteen negative reactions of this group, 
there are several which have definite significance. 

Positive reactions which, later, become negative; e. g., Case 1, diag- 
nosed tuberculosis on general and local symptoms, no bacilli. Gave a pos- 
itive Tb. fixation; after two months rest in bed and after general im- 
improvement, reaction was negative. 

Negative reactions which, later, become positive; e. g., Case 2, an 
old fibrous case with history of tuberculous peritonitis. Cough and 
anemia the symptoms at present; reaction at first negative and, later, 
positive. 

Negative reactions on cases in whom the clinical diagnosis was made 
doubtful by further investigation; e. g., Case 3, with clinical diagnosis 
of tuberculosis on account of loss of weight and persistent fever showed 
no X-ray signs of tuberculosis, but showed an enlarged heart, suggesting 
an endocarditis. 

Negative reactions on acute cases; e. g., Case 4 with clinical tuber- 
culosis but no bacilli. Showed, on X-ray examination, acute, general pul- 
monary tuberculosis. 


CLASS IV :—tTuberculosis, supposedly arrested. In this group, we 
have examined 26 sera, of which three were positive, giving 81.5% neg- 
ative reactions in cases clinically cured. 

The three positives of this class were significant, inasmuch as they 
all have had evidences of a recrudescence since the reactions were made. 


CLASS V:—Cases in whom tuberculosis had not previously been 
diagnosed, but in whom the symptoms present at the time made tuber- 
culosis a possible diagnosis. This class includes many cases of in- 
cipient tuberculosis, as well as cases which proved to be typhoid, 
syphilis, arthritis, chronic coughs of non-tuberculous origin and second- 
ary anemia of non tuberculous origin. In the majority of these cases, the 
Tb. fixation was the deciding point in the diagnosis. None of the neg- 
atively reacting cases of this group are included in the known non-tuber- 
culars of Class I. In Class V, we have examined 207 sera, of which 80 
or 25% were positive and 127 or 75% were negative. 


Having shown by Class I that non-tuberculous sera do not give pos- 
itive reactions and by Classes II and III that tuberculosis, unless of the 
florid type, almost invariably gives positive reactions, we consider that 
the result of the Tb. fixation, in doubtful cases, should have considerable 
weight. A few illustrations from this class will show the value of the 
reaction in the individual cases: 

Case 1.—Temperature and high pulse following childbirth; rather 
indefinite chest findings and negative Tb. fixation. Two weeks later the 
reaction was positive and X-ray of chest showed unmistakable tubercu- 
lous lesions. 
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Case 2.—Presented himself to doctor with hemorrhages and no pre- 
vious diagnosis of tuberculosis. Reaction was negative and examination 
with X-ray showed far advanced tuberculosis. 

Case 3.—Blood sent in and gave negative reaction; history sug- 
gested tuberculosis; large doses of salicylates were being taken. After 
stopping these, Tb. fixation was positive. 

Case 4.—Blood received by mail with statement that symptoms 
were indefinite. Wassermann negative and Tb. fixation positive, and so 
reported. Three days later second blood specimen and spinal fluid re- 
ceived. Wassermann negative in both and Tb. fixation positive in both; 
spinal fluid had cell count of 150 and excess globulin, no bacilli. Twelve 
days later postmortem material from brain received, with statement that, 
until the receipt of the first report, tuberculosis had not been considered, 
but the patient developed symptoms of meningitis and died. Histological 
examination of post-mortem specimens showed tuberculosis. 

Case 5.—Spinal fluid. Cell count 300, excess globulin, no bacilli. 
Wassermann negative, Tb. fixation positive. Patient died with tubercu- 
lous meningitis. 

Case 6.—Showed positive Tb. fixation and three plus Wassermann. 
Further examination led to diagnosis of combined tubercuulosis and syph- 
ilis of lungs. 

Case 7.—Showed positive Tb. fixation and positive Wassermann; 
patient then admitted a previous diagnosis of tuberculosis. Later devel- 
opments led to examination of spinal fluid which showed negative Tb. 
fixation and three plus Wassermann, cell count of 10 and slight excess of 
globulin. 

In this group are included cases of spinal, joint, bone and gland in- 
volvement, all giving positive reactions and proving to be tuberculous, in 
their later developments. 

Earlier papers on this reaction have condemned it because of the 
supposed cross fixation with luetic sera. More recent studies have 
shown that large numbers of cases of double infection exist and that 
tuberculosis, where there is an underlying syphilis, progresses rapidly. 
We have been called on, within the period covered by this report, to per- 
form Tb. fixations on fifty-five sera which had given positive Wasser- 
mann reactions. Of these thirty-one or 56% gave negative Tb. reactions. 
Of the twenty-four cases giving positive Tb. fixations, fourteen were 
known to have tuberculosis. In the remaining ten, tuberculosis had not 
been definitely excluded in a single instance. In the light of our knowl- 
edge of the co-existence of tuberculosis and syphilis, we agree with Miller 
that his antigen does not fix non-tuberculous luetic sera and a pusitive 
Tb. fixation here has the same significance that it does if the patient’s 
serum gives a negative Wassermann. 

In our reports to the physicians, those reactions in which there is 
fifty percent of hemolysis, we have reported as “not clearly negative.” 
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These correspond to the plus-minus reactions of Craig. In the classifi- 
cation given in this paper, all such sera have been listed as negative. We 
believe that the cross fixations reported in the literature will usually 
be found in this class. 


CONCLUSIONS. 


1. The Miller antigen gives no positive reactions with non-tuber- 
culous sera. 


2. Known positive cases give a very high percentage of positive re- 
actions. 


3. A negative reaction in a known tuberculous case is a danger 
signal. 

4. Luetics with positive Tb. fixations should be considered tuber- 
culous. 


5. In all doubtful cases, the reaction is of great diagnostic value. 


We wish to express our appreciation of the courtesies extended us 
by the various doctors who have kindly furnished us with the data re- 
garding the patients on whom we have performed the reactions. 


We are also greatly indebted to The Cutter Laboratory for their 
generosity in supplying us with tubercle mass containing sufficient num- 
ber of strains to make a polyvalent antigen. 
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THE TREATMENT OF SYPHILIS. 





BY 
J. HEDLEE MORFORD, M. D., El Paso, Texas. 





So important and difficult has been the cure of syphilis and so many 
failures have followed treatment that the importance for more thorough 
instructions on the subject is being realized by many of the large med- 
ical schools of this country, and steps are being taken to have it taught 
as a separate and distinct branch instead of as in the past, to mix it 
with diseases of the skin, soft chancre, and gonorrhea, by which method 
the proper time and instruction could not be given it. 


Harvard now has such a clinic, and the University of Chicago ex- 
pects to have one within a year. This is one of the things the progress 
of which should not be impeded on account of the War, for, those now 
incapacitated from venereal diseases in the armies of the nations at war 
would greatly exceed the army of Cyrus at the capture of Babylon, 
greater also than that with which Wellington defeated Napoleon, and 
more than eight times the number with which Alexander the Great con- 
quered the world. 

According to the latest report there are 78,000 cases in the English 
army alone. The exact number is not given, but a large percentage of 
those so incapacitated are syphilitics. It would probably not be an over- 
- estimate to say that syphilis is a menace in point of strength to the 
various armies and navies to the extent of 150,000. 

If Osler uses the methods described in his text book 1916 (Revised 
Edition), we must entertain our doubts if he ever cured a case, and cer- 
tainly none excepting the mildest and most inactive. For instance, these 
are some of the methods he recommends, and they are mentioned only 
that they may be the more properly condemned: Atoxyl, Sodium Caco- 
dylate, Potassium Iodide, Biniodide and the Protiodide of Mercury in 
doses of gr. 1-16 and 1-4 respectively, three times a day; inunctions, fu- 
migation, bichloride in grain 1-16 to 1-10 doses, calomel in various size 
doses, and lastly, grain 1 of gray powder with one grain of Dover’s pow- 
der three or four times daily; and he adds “I warmly endorse the excel- 
lent results obtained by this method. If such advice comes from an 
eminent authority practicing medicine in some of the greatest cities 
of the land, with unlimited clinical advantages, what can we expect of 
those who have not had the proper training? Only that they will treat 
it just like his world-renowned text book tells them, and I frankly admit 
that for a number of years I was one of the victims of this error. Such 
mistakes must result in untold suffering, and while such methods are 
used, general paresis, tabes dorsalis, spastic spinal paralysis, syphilitic 
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hemiplegia, insanity, and the innumerable phases of hereditary syphilis 
must continue to come as title deeds to such misdirected effort. 


We do not believe that potassium iodide has any curative function 
in the treatment of the disease, but simply acts as an aid to nature in 
its effort at reconstruction, and for this reason might well be used as 
an auxiliary in removing the debris caused by the syphilitic virus, but 
not as a spirochaetacide. It should be given intermuscularly, and never 
by mouth, except to infants and children. 


Inunctions of mercury which have been so generally prescribed by 
those in high places, as well as by the charlatan, should not be used for 
the following reasons: (1) It is unscientific and it is beyond our vision 
yet to see how a scientific man could use a method so empirical. (2) The 
patient may not use it, and, laboring under the impression that he is, 
your results will be nil, and the reflection or failure will be upon you. 
(3) It is so unclean that many patients would rather suffer from the 
disease than use the drug. Mercury given by mouth, no matter in what 
form, will not cure syphilis. Sodium cacodylate is equally valueless. 


Osler also says that from one to four injections of salvarsan is suf- 
ficient treatment and that mercury should not be given at the same 
time. We do not wonder he says it takes from two to three years to cure 
syphilis. 

Due to this error the idea has become altogether too wide-spread 
among the profession that syphilis is incurable, and for that reason too 
many men are interested more in the relief of the symptoms which it 
causes than in the destruction of the parasite, and in the eradication of 
the disease. 

While syphilis has been known as a definite disease for over 400 
years, its cause was not known until 1905, when Schaudin discovered the 
spirochaeta pallida in the lesion; and no treatment had ever been insti- 
tuted which successfully combated the disease until 1910 when Ehrlich 
announced the discovery of a compound which is destructive to the para- 
site within the body without being injurious to living organs or tissues. 
Adding to these two discoveries that of Wassermann, 20th century med- 
icine can well claim leadership in its triumph over one of the most dread- 
ful maladies to which man is heir; a disease which in one form or an- 
other now incapacitates to a greater or lesser degree nearly one-fourth 
of the human race. 

The prevalence of the late manifestations of syphilis is obvious proof 
that the profession has not treated it adequately, and there is no excuse 
for a continuance of these methods. 

In the consideration of the rational treatment of syphilis an ideal 
standard must be taken from which variations can be made according 
to necessities. 

A patient coming for treatment of syphilis, whether primary, sec- 
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ondary or tertiary, a positive reaction having been obtained by the Was- 
sermann or Noguchi methods, an intensive treatment is at once begun, 
consisting of the administration intravenously of .6 gram of nec-salvar- 
san with instructions to the patient to eat nothing for two hours follow- 
ing the treatment and also instructions to drink no alcoholic beverages 
during the course of the treatment. No purgative is given the day pre- 
ceding the treatment because it is neither practical nor expedient to do 
so. The patient is sent the following day to a competent dentist who 
puts his mouth in as nearly a normal condition as possible. This should 
be carefully looked after, since its neglect may result in a future intoler- 
ance for mercury, which may be a serious handicap if it does not ren- 
der his recovery impossible; and the third day after administration of 
neo-salvarsan an injection of cyanide of mercury, grain 1-20 (grain 3- 
20 to 1 C C of water) is given intermuscularly and gradually increased 
to grain 1-7. These injections are given daily throughout the course of 
the treatment. Since the institution into our technique of daily injec- 
tions of mercury, and since we have increased our doses from gr. 1-10 to 
1-7 we have been able to get negative results in about one-half the time 
that was formerly required, but our efforts to shorten the intervals be- 
tween salvarsan injections have been without reward. 


One week after the first injection of neo-salvarsan .6 gram an in- 
jection of .9 gram is given, followed in 7-14-21 and 28 days, respectively, 
by the same size dose, after which a Wassermann is made on the blood 
serum and spinal fluid. If the test is positive two more injections are 
given at the same intervals followed by a Wassermann, and so on until 
a negative result is obtained; then two more injections of neo-salvarsan 
.9 gram are given at intervals of 14 days each; mercury being continued 
as said before throughout the course of the combined treatment, but no 
longer. The patient is now discharged. The question may arise, Why 
the administration of medicine after the disease has disappeared? And 
the answer is: For the reason we do not discontinue treatment on the 
first disapparance of pus from the urine in gonorrhea, but continue the 
treatment for five to seven days after, that if perchance a few parasites 
should be left behind, every vestige of the disease would be wiped out. 


The under-treatment of syphilis is an error, the magnitude of which 
cannot be expressed. 


At the present, as we see it with those of the widest experience, 
four injections are never adequate, six are adequate, in some cases and 
eight in practically all cases. 


We believe that neo-salvarsan is the ideal arsenic preparation for the 
treatment of syphilis. Having been proven by Trimble, Rothwell and 
others, to be as potent as any of the similar preparations, and being 
free (in experienced hands) from any toxic reactions, which cannot be 
said of any other preparation now in use unless it be that of Galyal, and 











18 SOUTHWESTERN MEDICINE 





when we consider that these reactions may prove a serious menace to 
the continuation of the treatment, they are not to be taken lightly. 

Galyl, which is a new preparation, has not been used sufficiently 
long to demonstrate its toxicity or its value. Thompson after a limited 
number of injections reports satisfactory clinical results, but says noth- 
ing concerning the reactions following its use. Reactions follow the use 
of salvarsan in about 30% of cases when given in full doses. The per- 
centage of reactions from arseno-benzol have been somewhat greater. 
With diarsenol we have had no experience since reports from various 
sources indicate that the percentage of reactions is altogether too high 
and the degree of toxicity too great to warrant its use. 


Against these figures may be cited the report from the clinic of 
Jadassohn of 7,000 injections with no fatalities and few reactions, and 
from the clinic of Fordyce of 8,000 injections with no fatalities and no 
reactions. In the report of Jadassohn he confesses his results were due 
to small doses of .2 and .3 gram of salvarsan as the usual injection and 
.4 gram as the maximum. After such dosage we know reactions do not 
follow; neither do results. In the report of Fordyce no assignable reason 
is given and we are sure that no such gift of skill or good fortune have 
come to any of his contemporaries. 

Many a patient has refused further medication because of his first 
sad experience with a serious toxic reaction. 

Syphilis being a disease which requires weeks, and some cases 
months, to cure, we must look well to treatment that appeals most to the 
fancies of the patient without at the same time sacrificing results. 
There are those who tell us it is useless to give mercury, that 
arsenic is all that is necessary; and again, there are many 
giving salvarsan first and following it with mercury; and still 
others, though fewer in number, who precede salvarsan with mer- 
cury. The idea somewhat prevalent that if mercury precedes arsenic in 
the treatment of active syphilis neuro-recurrences are prevented, has no 
foundation either clinically or scientifically. We believe the combined 
treatment of mercury and salvarsan to be infinitely superior to any other 
method. In this way arsenic fast spirochetes are killed with mercury 
and mercury fast spirochetes are killed with arsenic, while if arsenic is 
given first and followed with mercury before all the arsenic fast spiro- 
chetes are killed there may be developed those which are mercury fast 
and the same is true if mercury is given first and followed with arsenic, 
and in this way the disease may never be cured. 

We have been surprised after a careful search not to find this 
spoken of in the literature. This we believe to be an important solution 
of the failures to cure all cases, since many of the very best syphilo- 
graphers have given and continue to give six or eight injections of arsenic 
at weekly intervals and then begin the use of mercury. When salvarsan 
was first used warning ws directed particularly against giving this 
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drug to patients with disorders of the kidneys, heart, vascular system, 
and eyes. With increased experience few of the original contra-indica- 
tions have remained as such. Where organic changes have occurred in 
any vital organ the treatment should be given with care and always in- 
itiated with a small dose. 


Of the preparations of mercury those most used are the cyanide, 
bichloride, salycilate, benzoate and mercurialized serum. The first four 
being used intra-muscularly and the latter intra-spinally. The bichlo- 
ride is also sometimes used intra-venously, but due to the fact that it is 
likely to produce phlebitis and paraphlebitis, should not be so used. 

We prefer the cyanide, and use it to the exclusion of all others, be- 
lieving as we do that it has no equal and no close competitor. Those 
who have become familiar with its daily administration and have ob- 
served with what ease the system is kept to the saturation point over 
long periods of time without the least objectionable symptom and have 
noted the tenderness of the gums and looseness of the bowels by the in- 
crease for a single injection of so little as 1-40 of a grain can testify 
to the superiority of this preparation over the insoluble salts which are 
given every five or six days, and with which the system must be greatly 
over saturated or greatly under saturated, both of which are alike un- 
desirable. 

The fault with the failure to cure syphilis does not lie in our arma- 
mentarium; but with the methods used. The successful treatment of 
hereditary syphilis does not differ from that of any other form. We only 
give the iodides and mercury by mouth for the alleviation of the symp- 
toms and the control of the disease and not for its cure, and also for the 
reason that other methods are not practical in infancy and childhood. 


Concerning the separate treatment of syphilis of the central nervous 
system, we are still in a wilderness of speculation and the last word is 
far from having been spoken. 


Intra-spinal medication with salvarsan, salvarsanized and mercur- 
ialized serum, has in the past had a large number of adherents, due in 
the main to the glowing results which the laboratory seemed to indicate 
by the reduction of the Wassermann on the spinal fluid, the number of 
white cells and the globulin; but since it has been shown that these do 
not bear in most cases a definite relation to the improvement of the 
patient and also since it has been shown by Sachs, Schloss, Kaliski and 
others that salvarsan does not enter the brain and that it passes (which 
was long denied), through the choroid plexus into the spinal canal, and 
as Noguchi has shown that in general paresis the spirochetes are inserted 
in the gray matter of the cortex some distance from the surface and are 
extra-vascular, and that in tabes dorsalis, cell destruction has already 
taken place to such an extent that we could not hope to restore them 
with any remedy, no matter of what nature, and also as Weed has point- 
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ed out, that the pressure in the cerebral capillaries is considerable 
greater than the cerebro-spinal tension, and that therefore substances 
like mercury and salvarsan do not remain there for any length of time, 
but are rapidly absorbed into the venous system, and again that these 
substances introduced into the spinal canal are not retained sufficiently 
long enough to be of any value over the intra-venous method; for they 
are soon absorbed into the per-capillary and peri-vascular spaces into the 
subarachnoid cavities whence absorption into the venous sinuses takes 
place, and it quickly becomes nothing more than intra-venous medication. 
On account of the revelation of these facts there is a tendency to a great 
retreat on the subject and by many of the very best authorities to a total 
abandonment. 


Halliburton says, the method of Ravaut should not be used, for, while 
it kills the spirochete it is also fatal to the patient. It has been proven 
(except in a few isolated cases) to have no merit over the intra-venous 
method. The same is true of intra-cranial injections for the treatment of 
syphilitic and parasyphilitic affections of the optic nerve. 


While we know that general paresis, tabes dorsalis, and the spastic 
forms of spinal paralysis are not cured by any method, most of these 
eases are greatly benefited by an intensive treatment of salvarsan (or its 
homologues) in small doses of .4 grams every four or five days until fif- 
ten, twenty, and in some severe cases even fifty injections have been 
given. During the course of which 20 to 40 C C’s of spinal fluid is 
withdrdawn at weekly intervals for the purpose of reducing the cerebro- 
spinal tension and thus allowing a free circulation and prolonging the 
contact of these metallic substances in the brain and spinal cord. 


This, together with the fact that many of the meningo-encephalitis 
and meningo-myelitis cases (which yield readily to the treatment) so re- 
semble certain stages of latent paresis, such a course of treatment would 
be most advisable. 


To give the intra-spinal method the benefit of the doubt we might 
say in such cases, which are few in number which do not yield to the in- 
tensive intra-venous method, which cases may be those that for some un- 
known reason may not allow the passage of salvarsan through the choroid 
plexus, the Swift-Ellis-Ogilvy method may reasonably be used, but since 
no method so far has proven satisfactory the problem for the future is to 
find a more diffusible remedy soluble and less toxic than salvarsan, that 
will pass through the blood stream into the tissues of the brain, through 
the chorid plexus into the spinal canal and remain a sufficient length of 
time to kill the spirochetes, wherever they may be. But since this may 
be in the distant future, we should give the more earnest attention to the 
proper treatment of the earlier stages that these later manifestations 
may not appear. 
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A METHOD OF OBTAINING SKIN FLAPS IN THE REPAIRING OF 
MUTILATING INJURIES ON THE HANDS OR FEET. 





BY 
CHAS. S. VIVIAN, M. D., Chief Surgeon, Consolidated Arizona Smelting Company, 
Humboldt, Arizona. 





The chief aim of the industrial surgeon in caring for a workman who 
has received a mutilation injury of the hand or foot, is to return that 
man to productive remunerative labor within the shortest possible time, 
and with as useful a hand or foot as possible. 
It is beyond the scope of this paper to discuss the relative virtues of 
immediate amputation and ultra conservatism. The safest procedure 
probably lies midway between. But, I now describe a method which has 
proven successful in adding to the ability to conserve some part of the 
only tools the average man has with which to earn his living. While the 
author believes this method is original, no extensive search has been made 
of the literature for an exact description of it. Some one else may have 
described it and the surgical profession forgotten to include it in their 
latest text books, or it has been tried and found defective. It has, how- 
ever, proven successful in the practice at the Humboldt Hospital. 
In dealing with this class of injuries, even though we have resolved 
. to be ultra conservative, we frequently find one or more fingers or toes 
beyond hope of redemption because either the bone with its joint surfaces 
is crushed to a hopeless mass, or is a lacerated compound fracture which 
defies conservatism. Or, which is not uncommon, the metacarpal has 
suffered most, and the metacarpo-phlangal articulation is destroyed or 
entirely missing. Briefly then, injuries received by blasting or tearing 
penetrating wounds of the wrist or the palm of the hand, which leave a 
large defect in these structures, but which still have not produced trau- 
matic ampuptation of the fingers, have been found to lend themselves 
most readily to treatment by the method to be described. 

It is impossible in this class of injuries to apply any known method 
to reproduce the lost carpal or metacarpal bones. Bone grafting is im- 
practical for obvious reasons, the greatest of which is the presence of 
infection, and the subsequent difficulty of producing a movable joint. We 
have then to finish by amputating the finger, which trauma has already 
rendered necessary. It occurred to the author that the skin covering this 
finger which it has been decided to sacrifice could be utilized to cover the 
denuded area of the injured hand or wrist. Consequently, a linear incis- 
ion was made on the dorsal or palmer aspect of the digit in question, de- 
pending on whether it was a dorsal or palmer defect to be repaired. At 
the distal end of this incision a circular one is then made down to the 











22 SOUTHWESTERN MEDICINE 





bone at the level of the base of the finger nail and with a sharp knife the 
skin is reflected from the bone down to the point of election for ampu- 
tation. The bone being removed, the flap is spread out and sutured to 
the margin of the area which is to be covered. It is needless to say that 
the greatest care must be taken to avoid injury to the blood supply of 
the flap, and that the other indications of plastic surgery with regard to 
the size of the pedical in relation to the length and breadth of the flap 
are to be carefully kept in mind. 


However, before commencing this procedure, it is wisest to excise as 
completely as possible the area which has been mangled or mutilated by 
the trauma, and to freshen the edges of the skin to which the flap is to 
be sutured. In my experience it has been found that the skin taken as 
described is very apt to slough for an area of about one-eighth of an 
inch around its periphery, consequently, it is well to refrain from tight 
suture. Any lacerated or infected areas of the skin of the finger to be 
utilized should also be excised and may be sutured together in whichever 
direction it seems advisable. 


This procedure has been most successfully applied in an injury pro- 
duced by explosive force at the wrist; in another in which the metacar- 
pal bones were caught between the gears of a pump; and a third in 
which a percussion cap exploded in the palm of the workman’s hand, tear- 
ing out the second and third metacarpals together with their articulations 
to the phlanges. This class of injury naturally produces some trauma- 
tism of the blood supply proximal to the flap, and, the amount of skin 
which can be utilized is inversely proportional to the amount of this dam- 
age. 

Brush burns of the palm or back of the hand, received at the time of 
the injury, may be excised if available flap is present, thus saving the 
time necessary for separation, granulation and epithelialization of the 
underlying area. The advantages of this method may be summed up in 
saying that conservatism is favored by covering an area rendered clean 
by excision of the infected area by aflap of this kind. It requires about the 
same time to unite as a primary amputation flap, and less than it would 
for this area to granulate and be grafted. The resulting skin is not ten- 
der and does not require prolonged protection, as is the case with an area 
which has been grafted. Severed tendons may be sutured under the flap 
to points of advantage with much more surety of their taking hold. 


It is not necessary to have the whole finger to make this flap from, 
any stump will furnish a surprising amount of skin. By varying the 
lineal line of incision on the finger in securing the flap it becomes un- 
necessary to turn or twist the pedical in applying the same. The suture 
line can be replaced well away from any area where it will be subse- 
quently traumatized. It aids materially in shortening the time away 
from work in this time of conservatism of national resources. 
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THE OPEN TREATMENT OF FRACTURES. 
(With Lantern Slides) 





BY 
DRS. W. L. and C. P. BROWN, El Paso, Texas. 





In this paper we expect to treat the subject from the showing of 
lantern slides and the recitation of cases rather than from the standpoint 
of an essay. In the past two years there has been considerable drifting 
of opinion regarding the use of Lane’s plates, and many are not as en- 
thusiastic about their use as they were two or three years ago. Like all 
other new things, the profession took them up with a great deal of enthu- 
siasm and probably used them much more than experience has since jus- 
tified. We always felt cautious about using them in simple fractures 
unless there was a displacement which could not be held in a reasonable 
position, or unless the fracture was near a joint which rendered their use 
more important. 

As we have all learned from experience, it is quite surprising how 
nature will take care of fractures if she is given a reasonable chance. On 
the other hand, we feel that in a great many cases fractures are allowed 
to go without a reasonably good reduction when it would be much better 
to open them and either reduce them and use external splints or reduce 
them and use some sort of internal fixation, such as the Lane’s plate or 
Parham band. 

One thing that caused lots of grief in the earlier use of the Lane plate 
was the impression that external immobilization could be cut short and 
be much less complete. We have found from considerable experience that 
we will very often be disappointed if we don’t dismiss that idea. Regard- 
less of how aseptic the wound may be, there is certainly a tendency for 
the screws to loosen unless the immobilization is quite complete, and, not 
only complete, but maintained just as long as it otherwise would have 
been. On the latter point, we are not quite sure that it may not be neces- 
sary to use some sort of external support, at least in a great many cases, 
even longer, as it is certainly true that the callus is not so great, and we 
are suspicious that it does not harden so quickly. 

In regard to compound fractures, on the other hand, our feeling dur- 
ing the past two years has been more and more in favor of internal fix- 
ation in many more of the cases. In fact, our entire tendency has been much 
more radical in these cases than formerly. We can no longer subscribe 
to the teaching of only a few years ago that compound fractures should 
be left strictly alone unless infection occurred. Also, the teaching of the 
late J. B. Murphy was, never bury a foreign body in compound fractures 
at the primary dressing. This teaching was based upon the clinical fact 
that a compound fracture, as long as a foreign substance was buried in it, 
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would not heal up as long as that substance remained. We believe this 
to be absolutely true in almost all cases. However, he probably had not 
thought at that time of burying the foreign substance with the idea of 
removing it as a routine measure at the end of five or six weeks. This 
procedure in a great many cases is highly advantageous. First, because 
of the relief of pain, both between and at the time of dressings. Sec- 
ondly, it has been demonstrated beyond doubt that infection, if it occur, 
does not become so extensive if the parts are thoroughly immobilized. 
Special stress has been laid upon this point of immobilization recently by 
Moynihan and others in the present war. I heard the former say a month 
ago that the greatest advance made in the present war in the treatment 
of compound fractures was radicalism, and that one had to be in the 
service for some time before they could learn to be radical enough; this 
referring to a complete opening of the wound, thorough removal of all 
foreign bodies and cutting away of all devitalized tissue. Then, he in- 
sists, as the next important thing, immobilization as absolutely complete 
as possible. While they are not yet using plates or bands for this pur- 
pose, it is my firm conviction that this will be the next step with the 
idea, as stated above, of removing them as soon as they have accomplished 
their purpose, which can be done nearly always under local anesthesia at 
the end of five or six weeks. 


The combination of thorough cleaning up and opening internal fix- 


ation, when proper alignment cannot otherwise be maintained, and the 
proper use of Dakin’s solution begun at once, gives us a sense of much 
greater security in the treatment of compound fractures than we for- 
merly had. 


Regarding the internal fixation, we much prefer the Parham band 
to the Lane plate in any case where there is comminution and where the 
fracture is oblique enough that the band can be used. It is a smaller for- 
eign body than the Lane’s plate. It maintains better apposition. It 
stands much more strain, and is easier, in the majority of cases, to re- 
move than the plate. 


Regarding the operative treatment of ununited fractures, of course 
the bone graft is up to date the ideal method. 

As a general rule, the Lane plates are rarely to be used in ununited 
fractures. This because the ends of the bones have made their effort at 
reproduction and repair once, and, secondly, their effort is never so great 
again, consequently the bone graft with its osteogenetic and osteo-con- 
ductive properties makes up for what the parent bone lacks in the repair. 

As to the kind of a bone graft to be used, we have used nearly alto- 
gether the intermedullary splint. However, in a great-many cases, I am 
more and more convinced that the inlay graft is better, not because it 
approximates like parts, but because it traumatizes all parts of the bone 
and to a much greater extent than the other. 
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DISEASES OF THE GLANS AND PREPUCE. 


BY 
W. R. JAMIESON, M. D., El Paso, Texas. 


There is no ailment that human flesh is heir to, that will send the 
patient flying to the physician quicker than something connected with 
his genital organs. Of course, it is admitted that the old adage, “A guilty 
conscience doth make cowards of us all,” is the fundamental reason. 


It is, therefore, of great importance that we should treat these 
patients intelligently. Among some members of the profession, there 
seems to be an idea that the treatment of venereal disease is beneath 
their dignity. But there is no class of diseases that will cause such deep 
anxiety to the patient as diseases of the genital tract. To the average 
man only three classes of venereal disease exist, namely: gonorrhea, 
chancres and chancroid. An ulcerating lesion or an erosion of the fore- 
skin usually conjures up the worst for him. He thinks of syphilis, and 
will be thankful if he gets off with a chancroid. The surgeon earns his 
undying gratitude when he diagnoses his trouble as herpes. 


HERPES PROGENITALIS is characterized by the appearance of 
one or more tiny opalescent blisters on the penis, somewhere behind the 
corona. When multiple, they are clustered with a pink or reddish areola 
surrounding them. 


The patient’s attention is usually first attracted by the burning or 
itching sensation, and on examination the typical vesicles are seen. 


Herpes progenitalis usually occurs in men of gouty, rheumatic or 
neurotic tendency. A constricted or ill-fitting prepuce, irritation along 
the genito-urinary tract, such as stricture or a recrudescence of gonor- 
rhea, or even the congestion caused by the passage of a sound will be suf- 
ficient to bring on an attack. Overindulgence in sexual intercourse, con- 
tact with the acid secretion of the female during menstruation are also 
predisposing causes. 


The lesions may dry up in a few days and disappear or develop into 
ulcers, which if not properly treated, become infected and resemble 
chancroids. The diagnosis between these two conditions is established 
by the presence or absence of the B. of Ducre. 

Treatment : 


If the vesicles have not ruptured, the parts should be thoroughly 
cleansed, and a dusting powder of Zinc Stearat applied. This absorbs the 
moisture engendered by a long foreskin and helps to dry up the vesicles. 
If rupture has occurred, the ulcers are to be cleansed with ether or chlo- 
roform and cauterized with nitrate of silver. 
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Attention should be given to the underlying cause. Circumcision is 
indicated in the case of a redundant or badly fitting prepuce, and exist- 
ing gonorrhea treated. Constitutional measures for the cure of gouty or 
rheumatic tendencies is to be recommended. 


CHAINCROID. 


An acute infectious ulcer or ulcers, appearing within a few days, 
usually three, after suspicious intercourse. The edges are irregular and 
the base sloughing and purulent. Induration is lacking. 

They are exquisitely tender when handled. If not treated and 
promptly destroyed, a bubo may result. As they are caused by a specific 
agent, the B. of Ducre, they are auto-inoculable. 

They may be mistaken for chancres and ulcerative herpetic lesions, 
but the diagnosis may be easily established through the finding of the B. 
of Ducre, although the diagnosis may not be so easy when the chancroid 
has a luetic infection imposed thereon. Again chancroids may have an 
indurated base, due to repeated cauterization with nitrate of silver. The 
absence of the Treponema Pallida and other evidences of syphilis ought 
to establish a diagnosis. 


Treatment: 


The best treatment for chancroid is that which will destroy the in- 
fecting organism. Cauterization is the remedy par excellence to accom- 
plish this. Nitric acid, nitrate of silver, actual cautery and many others 
have been suggested, but the first three are the ones in most common 
use. The main difficulty in the use of nitric acid is the danger of its de- 
stroying the sound tissues. This may be prevented by carefully smearing 
the edges of the ulcer with petrolatum. 

Nitrate of silver and the actual cautery have given me the best re- 
sults. The method employed is as follows: The parts are thoroughly 
cleansed with an antiseptic solution. The chancroid is carefully swabbed 
with ether or chloroform to remove the pus, taking care to get well under 
the edges. A tablet of novocain is crushed and the powder sprinkled over 
the ulcer and left until the lesion is well anesthetized. Pure nitrate of 
silver crystals or the actual cautery is then applied. Care must be taken 
to cauterize the base and under the edges, as the disease seems to extend 
by burrowing under the margin of the ulcer. The shallow sulci of the 
base should be thoroughly burnt. Sometimes, a second burning is need- 
ed. The slough comes off in a day or two, leaving a fresh surface which 
is treated as a simple, clean wound. If the surface is indolent, stimula- 
tion with scarlet red ointment will be of value. 


CHANCRE. 


This is usually the first manifestation of luetic infection in the male 
and appears generally upon the penis about three weeks after suspicious 
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coitus, altho it may appear as early as two weeks or as late as two 
months. The edge is round and the base smooth and indurated, of a 
pinkish red color, covered with a clear white membrane. If it occur be- 
hind the glans the induration is marked, while if on the glans, the hard- 
ness is slight. 

The lesion is usually single, but may be mulutiple. Pain is absent on 
handling, unless there is mixed infection, particularly with B. of Ducre. 

In alcoholics, diabetics and chronic nephritics, phagedenic complica- 
tion will not be necessary. In these cases, a single dose of salvarsan or 
stopped, considerable tissue loss may result. 

Mucous patches and tertiary lesions are sometimes found on the 
glans and corona. 


Treatment : 


The local treatment of chancre consists in cauterizing the ulcer to 
destroy mixed infection, and then dressing it with black wash or pow- 
dered calomel. If there is no infection, other than the luetic cauteriza- 
tion will not be necessary. In these cases, a single dose of salvarsan or 
diarsenol is often sufficient to cause the chancre to disappear rapidly, 
first cauterizing to clear the mixed infection. 


ACUMINATE OR VENEREAL WARTS. 


These occur in men and boys who are uncleanly and neglect the 
toilet of the foreskin. Boys with elongated foreskins who allow the ac- 
cumulation of decomposed smegma and men, who in addition, have gon- 
orrhea and do not take proper precautions, are the persons who develop 
warts. 

They appear as highly vascular overgrowths of the papillae of the 
skin and mucous membrane and vary in consistency according to loca- 
tion. 

On the mucous membrane they are soft and on the skin hard. 

They may appear anywhere on the glans, corona or the sulcus be- 
hind the corona, the last location being the favorite. In a case which I 
recently saw, the prepuce was very long, and so filled with warts as to 
make retraction impossible. On splitting the foreskin, warts were found 
every where. The meatus, glans and sulcus were full of them. One de- 
posit was as large as half a walnut, and occupied the left half of the 
glans, corona and extended into the sulcus. Another wart extended to 
the meatus. 


Treatment: 


Destruction of the warts with actual cautery, nitrate of silver, etc., 
is recommended, as well as the dessication thereof with bichlorid. I pre- 
fer the following procedure. The parts are thoroughly cleansed with a 
solution of mercuric cyanid, 1-2000, and the warts and surrounding tis- 
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sue painted with Tr. Iodi. A solution of 4% to 1% solution of novocain 
is then injected around and under the wart. After anesthesia has taken 
place, the wart is snipped out and, if there is not too much loss of tissue 
the parts are coapted with catgut sutures. If this is impossible the 
wound is treated aseptically and the parts allowed to heal by granulation. 
To prevent recurrence, circumcision should be performed. 


BALANITIS, BALANO-POSTHITIS AND POSTHITIS. 


Balanitis, balano-posthitis and posthitis are inflammatory conditions 
of the glans, glans and mucous membrane behind the corona and of the 
mucous membrane itself, respectively. The commonest cause is filth. 


Excessive venery, irritation of female discharges are also etiologic 
factors. 


In a case of this kind, on everting the foreskin, the glans is found 
covered with decomposing smegma, through which the glans shows pink 
or red, or, if the process has gone on for some time, areas of macerated 
epithelium are seen. 


Secondary balanitis and balano-posthitis are due to secretions of 
gonorrhea, chancres, chancroids and venereal warts. In the gonorrheal 
variety, there is usually marked edema of the prepuce, but excoriated sur- 
faces are absent. In the chancroidal form there is edema plus ulcera- 
tion, as the pus of chancroid is auto-inoculable. The balano-posthitis of 
chancre is mild, unless there is mixed infection. This applies also to the 
form seen in herpes. Where the condition is due to warts, the discharge 
is thin, watery and acrid and of a very foul odor. In the form due to 
epithelioma, the secretion is very foul and there is marked induration. 

There is a form of balanitis seen in middle-aged men. The symp- 
toms are subacute, with occasional acute manifestations. On examina- 
tion, the mucaus membrane has a tough leathery feel and loss of elastic- 
ity. The glans is bluish-white and occasionally excoriated patches are 
to be seen. 

The constant irritation and the loss of elasticity of the parts during 
coitus are sources of great annoyance. 


DIABETIC BALANO-POSTHITIS. 


This form is seen in diabetics, but fortunately is rare. The disease 
begins with itching or burning of the prepuce and redness of the mucous 
membrane, accompanied by a profuse, purulent and foul discharge. The 
decomposed smegma sticks to the glans forming a membranous like coat- 
ing. An artificial eczema develops, which as the condition progresses, 
results in redness and thickening. Small erosions and ulcerations de- 
velop around the margin, due to the rupture of the vesicles. At first 
these are round and flat, but later become larger and irregular. Fis- 
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sures and exuberant granulations may occur, which are very vascular 
and exceedingly tender. The foreskin becomes more indurated and phi- 
mosis may develop, even to the degree that gangrenous dermatitis and 
sloughing result. In these cases, an aspergillus is found. 

This parasite finds, in the urine of diabetic patients, the necessary 
medium of growth, and, therefore, the finding of the aspergillus, in the 
secretions of a balano-posthitis, is often the first sign of a diabetes. 


TREATMENT OF BALANITIS AND BALANO-POSTHITIS, 


In the simple form of balanitis, palliative procedures, such as cleanli- 
ness, though antiseptics should be employed. As soon as the condition 
subsides, the patient, if he have a long foreskin, should be circumcised. 
If erosions are present, the application of nitrate of silver in the strength 
of 10% to 100% is indicated, first cleansing the ulcers with ether or 
chloroform that the medicament may exercise its full potency. 

Patients with herpetic tendencies, in addition to this treatment, 
should be carefully examined for internal causes. 

In the diabetic form, the prepuce ought to be washed after each uri- 
nation and dusted with some bland powder, such as stearat of zinc. 

Where there is much inflammation, hot applications of lead and 
opium lotion give great relief. If gangrene is present, circumcision 
should be performed. Iodoform and charcoal are to be exhibited, if 
sloughing is present. 

Of course, the constitutional treatment and strict diet of diabetes are 
to be enforced. 


PHIMOSIS. 


Phimosis is either congenital or acquired. In childhood, the former 
may cause a train of nervous symptoms often serious in character, as 
well as local troubles. Frequency of urination, nocturnal enuresis and 
masturbation are the most common. As the patient grows older balani- 
tis, sexual erethism, frequent erections, erotic dreams, seminal emissions 
and imperfect development of the organ may result. If relief is not af- 
forded, neurasthenia, chorea and hypochondriasis may follow. 


In the congenital form the mucous membrane, in part or entirely, 
may be adherent to the glans, thus forming a pocket which is the site of 
calcareous deposits. A man aged about thirty, came to me some months 
ago, complaining of a discharge from the prepuce. On examination, it 
was found that the corona and prepuce were adherent, forming a pocket 
in which was a stone about the size of an orange pip. From one end of 
the tumor, a fistula conveyed the secretions. This condition had existed 
since childhood, according to the patient. JENKINS (Annals of Sur- 
gery, V. 1887), reports a case of Calculus Preputialis, in which the in- 
flammatory symptoms were greatly increased. Male negro, aged 30, 
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was found to have extraordinarily long prepuce, with great stenosis of 
the orifice, induration and edema, apparently of the glans. Lymphan- 
gitis and inguinal adenitis were present. From the orifice of the pre- 
puce flowed a purulent secretion, suggestive of malignant disease. The 
inflammatory symptoms had lasted several months. Two inches of the 
prepuce were excised and two con-cavo-convex calculi were turned out 
from behind the corona, one on each side. There were several ulcers 
present. 


The condition is very rare. Up to the year 1887 only 15 cases are 
reported in literature. Nelson found thirty-eight calculi in a prepuce, 
and Brodie reports finding sixty. 


In the congenital form of phimosis, the penis is wedge-shaped and 
pointed. If the condition has existed for sometime, the orifice is indu- 
rated and it is impossible to retract the foreskin. 


The acquired form is due to the secretions of gonorrhea, chancres 
and chancroids setting up a balano-posthitis. The prepuce is thickened 
and there is a purulent discharge oozing from the orifice. 


Treatment : 


Palliative treatment consists in cleansing the parts with a solution 
of cyanid of mercury, 1-2000, injected, several times daily, under the 
foreskin. After the balanitis has subsided, an effort should be made to 
retract the prepuce and cauterize ulcers present, remove warts, etc. Cir- 
cumcision ought to be done after there is no active balano-posthitis, ex- 
cept in the gonorrheal form. Any surgeon who has circumcised a man 
suffering from gonorrhea, knows that it increases the severity of the 
discharge, cause great swelling of the glans and skin back of it and it is 
almost impossible to keep aseptic. If, after palliative measures, the 
phimosis does not yield, the prepuce is split on the dorsum, so as to per- 
mit of remedies being applied to the cause underneath. After this has 
been removed circumcision completes the cure. 


PARAPHIMOSIS. 


In this condition, the foreskin cannot be brought down from behind 
the corona of the glans, where it is strangulated. In the reducible vari- 
ety, by the help of vaseline or oil, the glans is shoved backward while the 
fingers of the other hand encircling the strangulated prepuce draw it 
forward. In cases where there is much edema, puncturing the glans with 
a sharp bistoury often aids materially in the reduction of the paraphimo- 
sis. If this does not succeed, a sharp knife is passed from behind the 
strangulation cutting the obstruction. If gangrene or sloughing threaten 
this is obligatory. 
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FOLICULITIS PREPUTIALIS and PARA-URETHRAL GONORRHEA. 


Oedmanson (Ann. of Surgery, XI, 1890) says that the preputial fol- 
licles opening upon the skin itself, are of considerable importance in cases 
of gonorrheal disease. The gonorrheal secretion, dribbling from the 
mouths of these follicles, may cause recurrent reinfection of the male 
urethra, and, despite apparent cure of the urethral trouble, become a 
source of infection to others. He reports a case in which the preputial 
follicles were found infected with gonorrhea. Repeated return of the 
disease led him to excise the whole area, with permanent cure. 


EROSIVE AND GANGRENOUS BALANITIS. 


Corbus (Transactions of the AM. UROL. ASS’N, 1913), describes 
this condition as “a specific infectious venereal disease, caused by the 
symbiosis of a vibrio and a spirochete, with local and constitutional 
symptoms varying with the severity of the infection. 

“In private practice the disease is uncommon, probably occurring 
once in 200 cases, but in the dispensary, the infection is fairly common.” 


Bacteriology : 


“It is known that the etiological factors in noma and Vincent’s an- 
gina are a spirochete and a vibrio. If the fusiform bacillus and spiro- 
chete found in the mouth are etiologic factors in gangrenous stomatitis 
and gingivitis, since the organisms are found in such abundance in erosive 
and gangrenous balanitis it must be due to the same cause, especially 
since in all my cases there was a history of unnatural sexual relations or 
a wetting of the labia.” 


He gave the predisposing causes as follows: 


1. Long, tight foreskin, excluding the air, always present in more 
or less degree. 


2. Wetting the labia or penis with saliva. 


38. Unnatural sexual relations. 


Symptoms; 


“Balanitis erosive circinata commences with the appearance of one 
the more severe cases it becomes grayish-white or grayish-brown.” 
development of the erosion an offensive thin pus is produced, with a 
characteristic stinking odor and of the usual yellowish-white color; in 
the more severe cases it becomes grayish-white or grayish-brown.” 


“Inoculation shows a preference for the sulcus coronarius, next on 
the inside of the prepuce and last on the glans. In development all of the 
glans is affected and under favorable anaerobic conditions the whole 
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fossa navicularis is affected. It must be borne in mind that more or less 
phimos is is essential. 


“In a number of cases the process does not remain superficial, but 
develops deep diphtheritic and gangrenous ulcers. In some cases when 
the foreskin can be retracted, one sees after the renewal of the pus, inside 
of the erosions small round ulcers from pinhead to pea size.” 


In the severe forms the constitutional symptoms are more marked. 


“Chills and fever and vomiting at the onset; the average temper- 
ature ranges from 100 to 101 degrees. There is marked edema, extend- 
ing even to the root of the penis.” 


In the gangrenous form there is marked edema of the sub-cutaneous 
tissue of the penis, which extends to the root and causes marked phi- 
mosis.” “The congestion and abnormal pressure, due to edema, favor 
the progress of the disease. Soon the foreskin over the ulcer becomes 
black, and complete necrosis occurs.” 


Treatment: 


As the vibrio and spirochete causing the disease are anaerobic, any 
medicament carrying oxygen will be of service in curing the condition. 
A 2% solution of peroxide of hydrogen or better still a saturated solution 
of perborate of sodium is the best remedy. Burning or cauterizing is 


absolutely unnecessary. 





ABDOMINAL CAESARIAN SECTION WITH LOCAL ANESTHESIA. 


(Read at Arizona State Medical Meeting, Douglas, April 17th, 1917.) 
BY 
T. B. SMITH, M. D., Morenci, Arizona. 


The Caesarian Section which I wish to describe is, I believe, origi- 
inal with Dr. J. C. Webster of Chicago. I have not been fortunate 
enough to find a report of his series which some time ago totaled one 
hundred cases without mortality to mother or child. However, only the 
latter part of this series was done by the method to be described. 


When I was in Chicago about two and a half years ago, Dr. Web- 
ster did two Caesarian Sections. At that time he was giving pituitrin 
hypodermatically a short time before opening the abdomen, which he did 
with novocain. Then, when a good labor pain started, the uterus was 
opened and baby delivered while the contraction was still in progress. 
In a subsequent case the nurse forgot to give the pituitrin at the usual 
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time and it was given in the uterine wall instead of under the skin. 


This method of giving pituitrin, it seems to me, at once givese the 
operator absolute control of the situation. The uterus within a minute 
blanches and becomes hard so that one may open it without bleeding, de- 
liver the baby and the placenta. There is no bleeding either in opening 
the uterus or delivering the placenta. Then the uterus contracts and re- 
mains curled up with walls firm so that one may take his time making a 
good closure. 


In favor of an almost painless operation is the fact that the peri- 
toneum from having been stretched over the pregnant uterus seems much 
less sensitive than normal and it is, on account of its convexity, easy to 
inject novacain between the fescia and the peritoneum after the abdom- 
inal wall has been opened to the fescia. Another advantage in doing the 
operation under local anesthesia is that there is no pain sensation at all 
in incising the uterus and of course no novacain is necessary here. 


The pain producing factors are any pulling upward or sideways on 
the uterus and chiefly the tendency of the intestines to force their way 
through the incision as the uterus contracts from oer them. This latter 
will not happen if they are well covered and held in place by the assist- 
ant. 


February, 1916, a patient was brought into the hospital by one of 
our mining staff. She was a Mexican, thirty two years old and had pre- 


viously had five living children without trouble. She gave history of 
having been normal until Christmas, when vaginal hemorrhages began. 
From Christmas until February 13th, she had been bleeding in varying 
amounts but some coming nearly all the time. She began having little 
pains about ten days before entering the hospital. She flowed a little 
for two days after admittance and was not examined, as the diagnosis 
seemed clear. It was planned to do a version at two o’clock on the third 
day. At twelve o’clock of this day, I came through the hospital and 
found the woman pulseless and pale and bed full of blood, and it seemed 
very questionable whether one could pack the vagina before the patient 
would die. However, I took her to the operating room and introduced a 
vaginal packing and gave her salt solution by rectum and intravenously 
and later under the breasts. In an hour and a half her pulse was 150. 
It seemed folly to give a general anesthetic and do a version or to post- 
pone too long with the packing in the vagina. 

Dr. Hixson, now of Tyrone, was with me at this time and I asked 
him what he thought Webster would do in this case as he had been re- 
cently Webster’s interne. He said he believed he would do a Caesarian 
section under local anesthesia, using pituitrin in the uterine wall. This 
was done, the baby was not revived and probably was not viable when 
the operation was started. The mother, however, seemed better at the 
conclusion of the operation as she had had a kind of auto-transfusion 
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from the blood having been forced out of the uterus into her general 
circulation and left the table with a strengthened pulse and chances of 
recovery much brighter. This patient ran some temperature from 100° 
to 101° for over two weeks and left the hospital on the 28th day. Her 
anemic condition might have contributed to a low degree of infection. 


April 4th, 1916, a Mexican woman with placenta previa, pulse 134, 
and temperature 99°, was admitted to hospital bleeding profusely but in 
good condition. She was operated by Casearian section and ran evening 
temperature of 100° and fraction for a short time and left hospital on 
22nd day. The baby was removed promptly but not revived. 


June 24th a Mexican woman was sent to the hospital with profuse 
vaginal hemorrhage—pulse not up much but patient seemed in much 
weaker condition than the preceding. Caesarian section was done. In 
a short time she developed peritonitis which apparently originated out- 
side of the uterus. The lower end of the incision was opened and a tube 
introduced to each side of the uterus, and the patient finally got well. 


The three cases I have spoken of were placenta previa which had 
bled profusely. Two were noted to be as nearly centrally situated in the 
lower uterus as possible. Two were in very serious condition but 
placenta previa is not my idea of the indication for Caesarian section. 
It should be done in some selected cases of contracted pelvis and those 
in which it is most advantageous and safe for mother and child, but not 
done where there has been repeated examinations and when there is an 
infected uterus. 

The real objection after all to the abdominal removal of the child is 
the scar left in the uterine wall. Will the scar hold during the next con- 
finement? If it were not for this, the Caesarian Section would find 
wide application, but this is the uncertain quantity. One never knows 
whether the catgut in the uterine wall made a closure that will hold in 
a subsequent labor. The method of closure of the uterus which we used 
was a continuous suture of the endometrium, continuous locked stitch of 
muscular coats, and a continuous suture of the serous covering of the 
uterus, being careful to keep the edges interned. 

Outside of whether the scar will hold, there are not many opera- 
tions as easily executed for the doctor—none that have the advantages 
for both mother and child. The pituitrin has not been found to be of 
danger to the child nor mother and some of it is no doubt dissipated 
when the uterus is opened through the injected area. One or two am- 
pules of the Parke-Davis preparations may be used in the uterine wall. 
The pituitrin gives the patient a transfusion by forcing the uterine 
blood into the general circulation. It does away with one or two assist- 
ants holding the uterine arteries and eliminates the danger of practically 
any losss of uterine blood. Therefore at once the chief dangers to the 
mother, namely, infection and hemorrhage, are greatly reduced. 
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After the abdomen has been opened, some moist towels laid under 
the uterus by raising it slightly, the ampule of pituitrin injected into 
the uterine wall at one or two places, the operator has but to incise the 
uterus without fear of hemorrhage. When he comes to the bag of water, 
rupture this, remove the child, peel out the placenta, see that the cervix 
is dilated without putting the finger in the vagina, then close the uterus 
with chromic catgut and make the usual abdominal closure. There is no 
post partum hemorrhage following, as the pituxitrin keeps the uterus 
contracted. However, it may be deemed advisable to give ergot for sev- 
eral days. What would have happened if the cases above mentioned 
had been given pituitrin and labor allowed to proceed in their pulse- 
less condition? It is hard to say. There are some very surprising re- 
sults recorded by giving placenta previas pituitrin and then labor ter- 
minating without further trouble. However, the reports I have seen 
conclude that in central cases, which two of these certainly were, the 
head may not be able to engage on account of the placenta and then I 
advise podalic version and pituitrin. Many cases of placenta previa of 
marginate form give little trouble anyway except some bleeding and 
anxiety on the part of the obstetrician. The first case mentioned here 
was one giving rise to fear that the blood lost in doing a version would 
prove fatal. By doing Caesarian Section as described one does not care 
whether the placenta is over the internal os or not, as it peels out with- 
out bleeding anyway. 

In two cases I was sure the child was not viable when operated. In 
the first case the mother’s pulse could not be counted for awhile, and 
the child could not have received much blood. In the third case the 
baby’s heart could not be heard with the stethoscope and was consid- 
ered not living before the operation was started. 

In conclusion, pituitrin into the uterus has reduced Caesarian 
and some high forceps, a Caesarian Section is easily and safely per- 
formed, as it can be done with novacain and pituitrin, and is certainly 
a@ very easy manner to terminate the labor for all concerned. In event 
the mother prefers ether, it can be given and pituitrin used in the uter- 
ine wall. 

In conclusion pituitrin into the uterus has reduced Caesarian 
section when indicated to a safe procedure in which the operator has 
everything to his advantage, but that on account of its easy perform- 
ance it should not be used indiscriminately, but with the consideration 
it deserves. 





NEUTRAL SODIUM SOAP. 


For some time Dr. Alexis Carrel has been using, in the War Demon- 
stration Hospital of The Rockefeller Institute, for the cleansing of 
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wounds a liquid sodium soap—a neutral sodium oleate. This has been 
employed with most satisfactory results. 


This soap is used to scrub out an infected wound. A little of it is 
applied to a pledget of cotton, held with a dressing forceps, and the 
wound is scrubbed with it, more soap being applied to the cotton, from 
time to time, until there is a good lather. The wound is scrubbed in 
this way from the center to the periphery, the soap finally being washed 
away with water, after which the indicated antiseptic is applied, as, for 
instance, Chlorazene Surgical Cream. 


Neutral Sodium Soap, prepared to meet Doctor Carrel’s indications, 
has been placed on the market by The Abbott Laboratories, Chicago, and 
is now offered to the medical profession. 


This firm is also prepared to supply Chlorcosane, the new simple 
solvent for Dichloramine-T, recently introduced by Drs. Dakin and Dun- 
ham. This is free from taste or odor, and is non-irritant, making a 
solution which is more stable than has heretofore been obtainable, and 
requiring no admixture or dilution with other substances. 
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EDITORIALS 
LITERATURE FOR EMERGENCIES 


Seeing there are a few thousand doctors quite ready for active 
service yet knowing not where they will be sent or the new surgical or 
medical problems with which they may be confronted, it is a most excellent 
plan for them, individually or jointly, to make a note of anything new 
and the article containing it. Librarians know well the hurried, worried 
man who asks them to find “a capital article’ which he read, but who 
is “not quite sure of the author, title, or number of journal’—perhaps 
not even of the journal—and, working on these slight clues, two persons 
lose much time. 


Moreover, it should not be forgotten that the American and Euro- 
pean Medical Committees are hard at work storing into Bulletins the ex- 
perience of men at the Base Hospitals, and that these papers can be had 
for the asking. Heavenly Therapeutics, as Aviator diseases might be 
termed, are just how occupying a big place, and the Advisory Committee 
on Aeronautics, Washington, D. C., are offering Bulletin 11 to those in- 
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terested. To the reading of this might usefully be added some of the 
Bulletins from the Weather Bureau on the nubial and aero conditions 
which lead to fatalities. 


One symptom difficult to combat is the great insomnia which fol- 
lows even on a slight fall. One young aviator said that when he closed 
his eyes there was immediate sensation as of flying backwards at a tre- 
mendous speed, then plunging into space. The insomnia, coupled with 
the “aviator’s pneumonia” which led to the fall, necessitated six weeks 
in the “nervous” ward, massive doses of narcotics, massage and absolute 
quiet. These cases are often under treatment for months at a time when 
there is urgent necessity to render them fit again for service. 


There is an excellent article in The United States Naval Medical Bul- 
letin, Jan., 1918 by Surgeon R. A. Bachman on The Examination of Avia- 
tors. 


German ingenuity in preparing ever more infernal gases gives the 
doctors increasing trouble in studying the effects, increasing, because 
the composition is often difficult to determine. Though the French and 
British journals are not always available, there are excellent abstracts 
on gases in the leading American ones. 


With regard to plastic and cosmetic Surgery, America has some of 
the foremost operators, but emergencies in the way of terrible mutila- 
tions in Europe have developed new methods. The British Journal of 
Surgery gives particularly good papers, with colored plates anent this 
subject. 

To add to the woes of the Army Medical Reserve, Psychological tests 
and treatment have been added. It has now to be determined not in 
which standard the recruit can be placed when examined, but his prob- 
able mental fitness—or rather, mental unfitness, when in action. 


It would, of course, lead to a useless accumulation and repetition if 
all the articles on War Therapeutics were listed, as many are mere com- 
pilations with an “I infer,” or “I imagine,” to tail them off. Articles 


999 


from anywhere should be carefully read, but those from “Somewhere 
given precedence. 
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BOOK REVIEWS 


Diseases of the Chest and the Principles of Physical Diagnosis. By George W. 
Norris, M. D., Assistant Professor of Medicine in the University of Pennsylvania, 
and Henry R. M. Landis, M. D., Assistant Professor of Medicine in the University 
of Pennsylvania, with a chapter on the Electrocardiograph in Heart Disease, by 
Edward B. Krumbharr, Ph. D., M. D., Assistant Professor of Research Medicine in 
the University of Pennsylvania. Octavo volume of 782 pages with 413 illustrations. 
Philadelphia and London. W. B. Saunders Company, 1917. Cloth, $7.00 net. 
Half Morocco, $8.50 net. 

The man who is satisfied with a diagnosis of “la grippe,’’ “heart trouble’”’ or 
“lung trouble” will have no use for this book. This is not a smart volume for 
quick reference but a work written in text-book style by men of large clinical and 
teaching experience. It is a book to be read and re-read, a book to think over and 
back, a guide to go with confidence for diagnostis help. 

The style is clear and concise. While many opinions are reviewed, the vast 
clinical experience of the authors gives a certainty and positiveness of statement 
that is reassuring, and imparts the feeling that one is following a safe and wise 
guide. 

The many original cuts, X-ray plates, and photographs of anatomical speci- 
mens are a feature of the work that cannot be overpraised. An amount of infor- 
mation is thus imparted that could not be conveyed by any written text. A marked 
feature is the fullness of the anatomical and pathological description. 

While all the newer means of diagnosis are fully considered, the old and 
well-tried methods are given first place. It is pleasing to note that the authors 
believe that ‘“‘the heart can be very accurately outlined by careful, skillful per- 
cussion; that the margin of error should in the average case not exceed 1 c m.” 
They say that the X-ray helps very little in the early diagnosis of tuberculosis. 
“Some early deposits will not cast a shadow. An active, dry pleurisy also gives 
no hint as to its presence.” We are also told that “‘tuberculosis of the medias- 
tinal lymphnodes is not so frequent as most observers claim and when present 
has not the serious significance so many authors attach to it.”’ These are but 
examples of the sane conservatism that runs through the whole book. 

There are chapters on streptothricosis, actinomycosis, blastomycosis, and coc- 
cidial granuloma of the lungs, all of which have been confused with tuberculosis. 
The description of aortic aneurysm is especially complete. 

For ready reference the index is wholly inadequate. This is about the only 
adverse criticism that the reviewer can make. —G. W. 


The Surgical Clinics of Chicago, Volume I, Number VI (December, 1917). In- 
dex Number, Octavo 245 pages, 89 illustrations. Philadelphia and London: W. B. 
Saunders Company. Published Bi-monthly. Price per year: Paper, $10.00; Cloth, 
$14.00. 

Some volumes are opened to see if there is anything good, some because of an 
assurance that there is. So, in the preesnt Surgical Clinic, the reader confidently 
follows the various surgeons from clinic to operating room, sure of learning some- 
thing new. Ochsner, Davis, Bevan and Dyas, attack severally the subtle enemy, 
cancer, in Carcinoma of the Rectum: Cancer of the Rectum: Carcinoma of the Rec- 
tum and Carcinoma of the Tongue with Radium. There has been some good work 
done with radium in the latter disease at the London Radium Institute, but cases 
are so increasing in the hospitals there that the nurses call them “two for a penny.” 





40 SOUTHWESTERN MEDICINE 





The Clinics of Dean Lewis; Besley; and Eisendrath are helpful in these war 
times, as they deal with T. Fractures of the Femur: Fractures: and Gunshot 
Wounds of the Femur. There will be found everything up to date in the Demon- 
stration and Discussion of the Technic of Prostatectomy from the Clinic of Louis 
E. Schmidt and in a report from that of Dean Bevan. Two good papers appear on 
Knee Surgery; one by Kreuscher on Hypertrophic Villous Synivitis of the Knee Joint 
and one by Dyas on Old Fractures of the Patella. The wide selection of subjects, 
coupled with the usual fine illustrations, will meet the needs of an equally wide 
selection of surgeons. —D. W. 


The Medical Clinics of North America, Volume I, Number II (The New York 
Number, November, 1917). Octavo of 346 pages, 37 illustrations. Philadelphia 
and London: W. B. Saunders Company. Published Bi-monthly. Price per year: 
Paper $10.00; Cloth, $14.00. 

The leading features given in this number are articles dealing with children 
and diet. The old “invalid diet’ in which there was slow promotion from chicken 
broth and wine jelly to the liver wing of a fowl and sweetbreads and “anything he 
fancies’’ when on the threshold of convalescence has been changed to a strict com- 
putation of what exactly each food will do in individual cases. Professor Lusk 
leads off with Calories in Common Life. Max Einhorn deals with Diet in Diseases 
of the Kidneys; Gilmore Kerley has studied seriously Apparent and Real Appetite 
Defects in the Young: Warren Coleman considers Typhoid Diet, and Arthur L. Hol- 
land takes us not to the dinner table but the X-Ray room to show the benefits of 
the Fluroscopic Method of Diagnosis of Digestive Disease. 


Oscar M. Schloss writes clearly and wisely on Intestinal Intoxication and Aci- 
dosis in an Infant, and Alfred F. Hess, who finds that almost 50 per cent of girl 
babies in New York City are affected with vaginitis, nearly all these coming from 
poor homes, gives his experiences in dealing with the disease. 

Pneumonia, that enemy so fatal just now, is attacked by Rufus I. Cole in 
treatment of Lobar Pneumonia and W. R. William gives Two Cases of Effusion in 
the Pleural Pericardial and Peritoneal Cavities with Artificial Pneumothorax. 


Symposiums are always valuable, and that on Diabetes, from the Clinic of H. 
Rawle Geyelin has much of value for all interested. The other papers are all good; 
there is never a suspicion about these Clinics that any are admitted for the sake of 
making a volume. —D. W. 





